Rupture of the distal insertion of the biceps brachii may lead to severe functional impairment of the upper extremity on the basis of resultant weakness of elbow flexion and supination. When the diagnosis of a posttraumatic distal biceps tendon avulsion is made, a simple method of reattachment is possible and functionally warranted.
Nonoperative management of these lesions has been described and proponents indicate that the subsequent mechanical dysfunction is insignificant and that the required surgical exposure entails a high morbidity.' Recent reports, however, have advocated surgical repair of distal biceps ruptures in order to improve rotational strength and motion of the forearm. 1, 15 Various surgical approaches to correct this lesion have been described in the literature, dating back to the first report of a surgical repair by Acquaviva in 1898.5,9,13 In 1961, Boyd and Anderson3 described a two-incision technique for approaching this lesion. They felt that a second dorsal incision was necessary to limit the volar surgical dissection required near the radial nerve as it passes through the supinator muscle. 2,6,8,11,14, 
